For almost 70 years until 1974 children were legally obliged to be examined by a doctor at school. Among the reasons for this were 'the early detection of unsuspected defects' and 'checking incipient maladies at their outset'.' At one time statutory regulations required routine periodic medical inspections at three specified ages between entering and leaving school, but from 1959 local education authorities were allowed to introduce more selective arrangements. These became the vogue in the 1960s for children during their middle school years but only one education authority opted for selective rather than routine medical examinations of children on entry to school. Until five years ago 90% of district health authorities still favoured routine examinations at this stage (C R Haines, personal communication). Furthermore, as a result of the greatly improved physical health of schoolchildren and the relative increase in developmental and behavioural disorders, school doctors have been paying more attention at these entrant examinations to the children's cognitive and social development; such developmental assessment has long been an important feature in the programme of health care for preschool children.
There is now mounting evidence, both factual and hearsay, for either the adoption of selective medical examinations of school entrants or even the elimination of examination by a doctor and reliance on a routine health check by school nurses. For instance, O'Callaghan and Colver in arguing for selective medical examinations maintain that at the age of 5, new important treatable abnormal physical conditions that can only be detected by a doctor are too rare to justify a doctor seeing all school entrants.2 They also maintain that the more common disorders of learning and behaviour are too difficult for a doctor to assess at their examinations, and that such assessments are anyway unnecessary as the disorders invariably come to light in the course of time in school, and their assessment is strictly the responsibility of educational psychologists.
The British Paediatri9 Association (BPA) also considers routine entrant medical examination unnecessary if an effective preschool service has been established and medical information is efficiently transmitted between preschool and school health services.3 The BPA did not suggest that this is generally the case at present but even before their advice had been given a number of health authorities had abandoned these examinations. This step had been precipitated by a serious shortage of funds but rationalised by popular misconceptions about screening and the role of the doctor in promoting health. Their argument goes something like this: the doctor's examination is no more than a screening procedure; screening is a paramedical function best carried out by nurses because a school nursing service is probably more cost effective than the employment of doctors to carry out regular school medicals; this saves the authority money but it also leaves the doctors more time for more important aspects of educational medicine, which suits them because they see the work in terms of diagnosis and treatment of disease.27
This argument is specious-and not only because it results in a reduction rather than a redeployment of medical time; in this and in other ways it can only lead to a further deterioration in the quality of care from a service already severely compromised as we shall hope to show in answering the following three questions:
(1) How Nevertheless, absence of disease remains one characteristic of health and so the early identification of unsuspected or incipient disorder (developmental and behavioural no less than physical and sensory) has to be one objective of a health check. If it is to be left entirely to the nurses we have to be sure that they can identify any disorder (that is, recognise or suspect its presence) as certainly as doctors. One previous American study in particular showed how mass screening (so called) by health aides identified a greater number of problems than did physical examinations (by trained school nurse practitioners)," but the examinations identified more problems per 100 contacts and 85% of those problems were of a kind for which screening was inappropriate. These findings were from a study of schoolchildren of all ages, not solely entrants, and did not include neurodevelopmental testing.
In the absence of data from other prospective studies we have looked back at our own data from a study of health service needs in 12 primary schools in Paddington, an inner city district of London, in which 351 school entrants were examined by doctor and nurse. 12 In retrospect we wanted to compare the actual results from these joint examinations with those that theoretically we might have expected had the nurses been responsible on their own for checking health and development. The answer would depend on how much of the examination they could have done alone. We have already described our joint examination in detail,'3 and obviously they could do all they did then. They perused all available preschool health records; they weighed and measured each child, recording the readings on Tanner-Whitehouse age percentile charts; they tested and recorded near, distant, and colour vision; and they gave each child a pure tone audiometric sweep test (the only true screening technique they employed). They also completed a parent interview schedule (PIS). In retrospect they could certainly have checked each child's weight on Chinn-Morris height percentile charts,'4 and measured head circumference, both of which the doctors did in the study. We could assume also (couldn't we?) that with the child stripped for weighing they could have inspected exposed parts employ but they will never discover these if they are never faced with the problem; in the meantime giving them a better understanding of the influences governing a child's performance and behaviour in school may help them to adopt a more appropriate stance toward the child. We are frankly amazed that medical colleagues on the working party on child health surveillance should subscribe to the view that this is an inappropriate ineffective task for doctors because they can only perceive developmental delays and impairments as a form of pathology that requires treatment. 5 Coupled with the findings from a recent survey of general practitioners interest and training in child health surveillance,21 it is a disturbing indication of the prejudice that still exists within conventional medicine against the concept of the integration of preventive and curative care in the child health services.
(3) How much money might be saved by a nurse only health check of entrants? It is possible to estimate and so compare the costs of joint (doctor and nurse) health checks of all entrants to a typical infant school and of health checks by the nurse alone, by extrapolating from data obtained during our study of health services in Paddington primary schools. 12 A typical health district of 240 000 total population has 100 primary schools within its boundary with 225 pupils per school and an annual intake of 37 children 'rising 5'.
Our joint examination of an entrant takes on average 20 minutes of doctor time and 37 minutes of nurse time. It is seldom feasible for the nurse to test vision (distant, near, and colour, taking five minutes) and hearing (a pure tone audiometric audiometric sweep test taking 10 minutes on average, allowing for a full audiogram on the occasional child who fails the sweep test) when the child and his mother attend a joint examination. In practice it is most convenient for the nurse to do these on a previous day but this does mean that she has also to peruse preschool health records then (taking two minutes). When the parent attends the nurse can then weigh the child, and measure his height and head circumference (taking four minutes), and she has ample time to interview the parent (taking on average eight minutes). As the continuing health care of the child in school will rest principally with the nurse there is much to be said for her being present during the closing stages of the medical examination and discussion with the parent.
Applying (for this theoretical exercise) the current hourly rates of pay, based on the full time midpoint salary scales for school nurse and community medical officer (school doctor) excluding London weighting, the cost of such joint health checks of 37 entrants would be £298-81 (table 3) .
If the nurse carried out the health check on her own the nursing time required would be much the same (37 minutes) as in a joint check. For in addition to her tasks itemised above (taking 29 minutes) she would need to do a physical inspection (of skin, limbs, and of ears with an auriscope, taking two or three minutes) and she would also need to conclude the check with her own brief discussion with the parent. Even so, this would not mean the authority would save the full cost of the doctor's routine examination of all 37 entrants (that is, £115-19) because there would still be some children needing a medical examination solely as a result of the change to a nurse only check. The cost of these examinations would need to be deducted to arrive at a net saving from nurse only checks. These extra examinations would be: (a) a 20 minute comprehensive examination of children with no preschool health records (21% of entrants); (b) an investigation of the children referred by the nurse for a specific reason (32-5% of entrants); (c) a 12 minute neurodevelopmental assessment of those children referred because they were not speaking clearly in sentences by the age of 3 and/or their behaviour or bedwetting was causing concern to the parents (17% of entrants); and (d) a routine check for undescended testicles and/or congenital heart disease in the remaining 46-5% of entrants, at the rate of a boy and a girl every five minutes (this check can be done on the children in (a) and (b) above at their special examination).
With regard to the children in (b), this initial investigation of a possible problem would have been incorporated into the 20 minute comprehensive examination of each entrant if there had been joint rather than nurse only health checks. The proportion of such entrants used in our calculations allows for the fact that some have more than one possible problem; costs are apportioned to the number of children examined and not the number of problems. The time required by the doctor to examine each child would depend upon the nature of the suspected problems and how many were present. It would be least for children who fail only their vision test and most for those with a speech and/or language problem and worrying behaviour. We have reckoned it would be 10 minutes per child on average. We know that some districts have arrangements whereby some specialists (for example, speech therapists, ophthalmologists) accept referrals direct from school nurses. We think this is medically unsound and a misuse of specialist resources. It happens most often in the case of children failing their vision tests but this is particularly inappropriate at a time when the criteria for treatment is again being questioned. 22 The estimated cost of the doctor's time for these examinations is given in table 3, which shows the difference between the overall cost of joint health checks and nurse only checks of entrants is £55 per school per annum, a sum equivalent to barely two doctor sessions per annum per school. This saving would be appreciably less if, as is quite likely, an assistant school nurse was employed to help with a nurse only check. We have never doubted that nurse only health checks of entrants are cheaper than joint checks but as they are certainly less effective in revealing problems at least in this respect it is not true to say they are more cost effective.
Routine joint examinations of school entrants should be maintained We believe that as society has decreed that for all its citizens 11 years of schooling be a compulsory experience, in their own right as young dependent citizens each and every child should be entitled to a health check on starting school. We are not alone in regarding this as necessary today as it was 80 years ago. The Court committee, whose philosophy at least is widely accepted, was so strongly of this opinion as to advise that the medical examination of school entrants should again be made mandatory." An independent, multidisciplinary committee charged with reviewing the child health services 10 years after Court has reaffirmed that every child 'round about the age of 5' should be seen by a doctor24; this conclusion has been endorsed by the National Association of Head Teachers. 25 As we understand it, as health is dynamic, such a check does not mean a glance at a past opinion about a child's health scribbled on a preschool health record; as we all know, it is easy to make errors of commission in using ticks or crosses as well as of omission in routine procedures. Nor is it just an inquiry of what his parents may think presently about his health. A proper health check is an on the spot verification by a suitably qualified doctor or nurse acting on behalf of the child, that his physical state is satisfactory and that his functional development and his level of emotional development and social adjustment are appropriate for his age and personal circumstance. If these are so, it should be possible for the child to benefit to the full from enforced education in school; it also becomes possible to plan an individualised programme of subsequent health care in school.
At least half of all school entrants will be found to be physically and developmentally normal. This should be welcomed if one is truly in the business of preventive paediatrics; it is better to be doubly sure than uncertain or ignorant. There are some school doctors unfortunately who are avid for abnormality and regard confirmation of normal health and individual health education with mother and child as a waste of their time. However, most parents do not see it this way, though their views are often overlooked. For instance over 99% of the Paddington mothers attended their child's entrant examination12; and in a national inquiry a few years earlier 93% of parents interviewed thought medical examinations of schoolchildren were a good idea, a proportion that had not changed over the previous decade. 26 We do not think a system of selective medical examinations, such as that described by O'Callaghan and Colver,2 is a reasonable alternative to routine examinations. It seems to us no more than an attempt to refine the identification of abnormality. It is arbitrary and exclusive rather than selective about whose health should actually be checked. Added to which it relies heavily on the concerns of parents and teachers, and on written records. Adult concern is not a foolproof pointer to childhood disorders; some of these do not necessarily cause concern to either parents or teachers, it depends on how observant they are, their expectation of what is normal, and their threshold of tolerance. Others may cause concern that may not be voiced even when this is invited, as in the case of mothers who are shy, lacking in confidence or inarticulate; but health care should be for all children, not just those whose parents are competent and caring.
As for preschool health records, in our The simple truth is that if only so much as a check of testes and heart has to be done and by the doctor-and no one has yet dared to suggest otherwise-the nurse only check becomes a joint check. The only question then is: which is the best way for doctor and nurse to share in the task of checking health? We would not want to be too dogmatic in answering this. Generally speaking, as the doctors have to do some of the physical examination it is sensible that they do it all; and they need to do the developmental testing, though as we have suggested some of this can be shared with the nurse. The nurses have traditionally taken measurements and tested vision and hearing and they do it very well. However, arrangements between doctor and nurse do have to be flexible. What suits one pair in one school may not be satisfactory in another school, nor suit another pair. Similarly, when they know their schools and catchment areas, and have learned that they can rely upon the information on preschool records, they should use their own discretion as to how comprehensive an examination they give a child to be satisfied about his health. This applies particularly to developmental assessment. The frequency with which individual children need to be seen again, and by whom, is always a matter of clinical opinion. This is universally understood and accepted in the case of children who have problems; to do otherwise would be to challenge the principle of clinical autonomy.
Yet this is exactly what is done in the case of children who do not yet have problems! It is not the function of health authorities, nor of their more senior doctors and nurses, to lay down programmes of health checks indiscriminately for all children in all schools, and the division of labour between doctors and nurses. This is the responsibility of the doctor and nurse allocated to each school, and it is the only way in which properly individualised health care in school can be organised. It has also to be remembered that school doctors and nurses have a responsibility for the school as a community and not just for individual children.
